Acinetobacter ursingii is an aerobic, gram-negative, opportunistic microorganism which is rarely isolated among Acinetobacter species. We present two immunocompetent infants who developed bacteremia due to A.ursingii. The first patient is a two -month-old boy who had been hospitalized in pediatric surgery unit for suspected tracheo-esophageal fistula because of recurrent aspiration pneumonia unresponsive to antibiotic therapy. The second patient is a fourteen -month-old boy with prolonged vomiting and diarrhea. A. ursingii was isolated from their blood cultures. They were successfully treated with ampicillin-sulbactam. Although A.ursingii has recently been isolated from a clinical specimen; reports of infection with A.ursingii in children are rare. A.ursingii should be kept in mind as an opportunistic microorganism in children.
Introduction
Acinetobacter species are the most common causative agents of health care associated infections such as meningitis, ventilatorassociated pneumonia, endocarditis and catheter-related bacteremia [1, 2] . Despite their low virulence, they have increasingly been recognized as opportunistic microorganisms particularly in hospitalized and immunocompromised patients. Acinetobacter species can be found widely in nature. The organism can be a part of the flora of the skin, the oral cavity and the upper respiratory, genital and gastrointestinal tracts. The skin may become a reservoir for Acinetobacter in hospitalized patients and health care provider [3] . Patients who have undergone a tracheostomy are at particularly high risk for colonization by Acinetobacter. Because they survive on inanimate surfaces for a long-term, these microorganisms can be commonly found in the hospital environment, particularly in moist areas such as in humidifiers and ventilators. Colonized medical equipment such as respiratory equipment and intravenous catheters may be responsible from nosocomial outbreaks [4] . Although A.
ursingii, has recently been isolated from a clinical specimen, reports of infection with A. ursingii in children are rare [5] . Herein we report two cases with bacteremia due to A.ursingii in immunocompetent infants who were successfully treated.
Patient and observation

Patient 1
A two-month-old boy had been hospitalized in pediatric surgery unit for suspected tracheo-osefageal fistula. He was referred from another hospital with the diagnosis of recurrent aspiration pneumonia unresponsive to antibiotic therapy. On the admission, he had tachypnea and subfebrile fever on physical examination. 
Discussion
Acinetobacter ursingii can cause life-threatening bloodstream infection especially in immunocompromised patients, but their correct identification is problematic. Currently, more than 32 genomic species have been identified by molecular methods [6, 7] .
Virulence, epidemiology, antimicrobial susceptibility, clinical significance of Acinetobacter species may vary. Therefore, determining the prevalence of the Acinetobacter species causing invasive infection may be helpful in the management of infection [8, 9] . Risk factors for infection with A.ursingii emerged as noso- 
Conclusion
Although A. ursingii, has recently been isolated from a clinical specimen, reports of infection with A. ursingii in children are rare.
Our patients had neither of central venous catheter, immunocompromised status, severe underlying co-morbidities and prolonged hospitalization. Source of A.ursingii may either be the hospital or colonization prior to admission. As a conclusion, although rare, A.ursingii should be kept in mind as an opportunistic microorganism in children.
